Results
Urban Area
There was little or no change in the quarterly variations in contraceptive prevalence in the urban study area before and
after the shift from domiciliary distribution of services (Table 1). The overall contraceptive prevalence rate (i.e., prevalence
among all currently married women of reproductive age under study) before the
shift varied between 54% and 56%; after
the shift, this proportion ranged between
55% and 57%.
As mentioned earlier, the relevant information was collected through interviews with currently married women of
reproductive age residing in households
within the sample clusters in the Urban
Panel Survey. However, the numbers of
currently married women of reproductive
age in the sample clusters changed over
time, due to the combined effects of outmigration and in-migration, split-up of
households, and compositional changes
resulting from marriage, divorce, separation, mortality and women’s crossing out
of or entering into the reproductive ages.
Therefore, to determine the actual trends
in the use of contraceptive methods there,
it was important to ascertain variations in
contraceptive use separately among
newly enrolled currently married women
of reproductive age and among those who
had remained in the base sample.
For all periods under study, the contraceptive prevalence rate in the base sample was much higher than that among the
newly enrolled women (Table 1). This suggests that the relatively small increase in
the overall prevalence rate after the
changeover did not result from differentially high enrollment into the study sample of women who already were contraceptive users.
The shift from domiciliary distribution
produced no discernable variation in the
method mix among contraceptive users.
The proportion of all currently married
women of reproductive age who relied on
the pill ranged between 22% and 24% both
before and after the shift, and the relative
share of condom users varied between 9%
and 11% before the shift and remained
within the 10–11% range after the shift.
The proportion of women using injectable
contraceptives increased by one percentage point, from 5% to 6%, while use of the
IUD or the implant remained unchanged,
at 3%.
There was a minor decrease in the relative share of women relying on sterilization, from 6–7% before the shift to 6%
after it. In terms of the absolute numbers
Volume 27, Number 2, June 2001

of cases, however, use of sterilization increased. This can be explained by the increase in the denominator—i.e., the number of currently married women of
reproductive age in the sample rose over
time. Although the proportion of women
relying on traditional family planning
methods appears to have remained the
same—generally within the range of 7–8%
both before and after the changeover—it
dropped to 6% in the last quarter observed
in 1998.
The proportion of new acceptors* of
family planning was 12–15% of all contraceptive users before the shift and
13–16% after the shift. The contraceptive
dropout rate† varied between 6–8% before
and 5–8% after the shift. Table 1 also
shows a considerable increase in the number of newly recruited contraceptive users,
as the net result of a slightly higher level
of new acceptance than of dropout, especially during the latest observations after
the shift in approach to service provision.
The apparent lack of a sizable change
in the prevalence rate, in the modern contraceptive mix, in the proportion of new
acceptors and in the dropout rate following the changeover can be explained by
shifts that occurred in current users’
sources of contraceptive supplies. The proportion of contraceptive users obtaining
their supplies at home from fieldworkers
fell from 22% in January–March 1996 to
0% in October–December 1998, with the
major portion of the decline occurring as
expected after the change in service delivery in July 1997.
Concurrently, the proportion who obtained their supplies from pharmacies or
shops rose from 30% to 50%, with the
largest increase occurring after withdrawal of door-to-door distribution. The
use of clinics as a source of contraceptive
methods also rose slightly, from 35–38%
before the changeover to 33–39% afterward. Hence, family planning users, especially users of the pill and the condom,
who were previously supplied at their
homes by fieldworkers appear to have
switched partly to clinics and mostly to
commercial sources (pharmacies and
shops) for their contraceptive supplies.
These findings are similar for women
living in slums and those living in nonslum areas of Dhaka (not shown). Women
from each of these areas exhibited the same
general pattern on the family planning indicators and in the switch to commercial
sources of family planning supplies.
To further understand the impact of the
shift at the household level, we supplemented the above aggregate findings with

Table 2. Percentage distribution of all urban
women and of urban women who obtained
family planning services from clinics and
pharmacies or shops, by socioeconomic
characteristics, Oct.–Dec. 1998
Characteristic

Total
(N=5,445)

Obtained from
clinic/pharmacy/
shop
(N=2,714)

Education (in years)
0
1–5
≥6

45
27
28

44
35**
21

Residence
Slum
Nonslum

38
62

40
60

100

100

Total

**Difference is statistically significant at p<.01.

information on the socioeconomic characteristics of the women who obtained family planning services from the alternative
service delivery sources. Accordingly, for
the urban site, we analyzed information on
the education and the area of residence
(slum vs. nonslum) of women who received services from clinics and pharmacies or shops during the last observation
period (October–December 1998).
Forty-five percent of currently married
women of reproductive age in the sample
had no formal education, and 38% of them
resided in slums (Table 2). Of all fecund
urban women who received family planning services from clinics, pharmacies or
shops, 44% had no education and 40%
lived in slum households. Although no
discernable relationship between the various socioeconomic indicators and the use
of the alternative sources was evident,
urban women who have had some education (grades 1–5) were more likely to obtain family planning services from clinics
or from pharmacies or shops. Overall,
there appeared to have been no notable
adverse impact on poor households of the
shift in delivery approaches.
Rural Area
The consequences of the shift from domiciliary distribution of services to the cluster spot–based service delivery approach
*The proportion of new acceptors of family planning is
determined by dividing the number of women who
initiated contraceptive use in a particular round of data
collection by the total number of contraceptive users in
that round.
†The contraceptive dropout rate is calculated by taking
the number of contraceptive users in the previous round
for whom there is information in a given round, subtracting the number of contraceptive users from the preceding round who are continuing use, and then dividing the result by the number of users in the previous
round included in the given round.
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